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This study was an evaluation of the effectiveness of a 

residential treatment program for adolescents and young adults. 

The purpose of the investigation was to measure the impact of 

residential treatment with and without family counseling on the 

variables of work-school adjustment and return to treatment. 

Residential clients were divided into two groups for the 

purposes of the study. Sixteen clients who received three or 

more family counseling sessions were included in the experimental 

group and ten clients who received less than three family sessions 

were included in the control group. 

A pretest and posttest design with a non-equivalent control 

group was employed, for the purposes of program evaluation. Data 

were gathered from official records and self-report measures, 

primarily by telephone interviews. The number of days in school 

and/or at work during the six months prior to and following the 

program comprised pre and post measures of work-school adjustment. 

Number of days in other residential treatment during the six 

months prior to and following the program comprised a measure 

of return to treatment. 

The Mann-Whitney U test was used to evaluate the effects 

of family counseling on the outcome measures. The two groups were 



found to differ significantly on pretest measures of residential 

treatment, but no difference was found on work-school adjustment. 

Family counseling was found to have a significantly positive 

effect on work-school adjustment, but it did not significantly 

affect measures of return to treatment. 

Wilcoxon matched-pairs signed-ranks tests were employed to 

test for significance of differences between pretest and posttest 

scores on both outcome variables. The program showed a signifi-

cantly positive treatment effect on both work-school adjustment 

and return to treatment for the experimental and control groups 

combined. 

Recommendations for future program evaluations included 

(1) the use of a larger sample with more nearly equivalent com-

parison groups and (2) an investigation of the effect of state 

custody of clients on therapeutic involvement of the family in 

residential treatment programs. 
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A PROGRAM EVALUATION OF A RESIDENTIAL 

TREATMENT CENTER WITH A FAMILY COUNSELING COMPONENT 

From the moment of birth, human life is a constant process 

of increasing independence and separation from those most loved 

and needed...parents. Ideally, the parenting position changes 

from a hovering protective stance to an upright, available and 

yet detached position. This is not necessarily an easy process. 

Problems of adolescence and young adults bear witness to the 

difficulty of the transition which began at birth...leaving 

home (Haley, 1980). In examining the psychological and emotional 

problems associated with growing to adulthood and moving away 

from home and family, the topics of residential treatment and 

institutionalization become relevant. When a child or young 

person is removed, because of some type of difficulty, from 

the people who provided those initial moments of nurturence 

and care, some type of trauma inevitably occurs (Wynne, 1971; 

Johnstone and Johnstone, 1980; Keith-Lucas, 1980; Alt, I960; 

and Glueck and Glueck, 1970). 

One of the most perplexing aspects of working with young 

people in residential care is the evident need in even the most 

severely mistreated clients to return home and be with their 

parents. Bayhack (1979) summarizes his experience in this 

regard as follows: "Traumatized children, battered children, 

despairing children, deprived children are all waiting with 

their mentally packed suitcases to return home" (p. 54). This 
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need of children for involvement with their families even in 

such extreme cases has given rise to a heightened awareness 

of the need for family therapy to be an integral part of resi-

dential treatment programs (Hitt, 1976; Maas and Engler, 1959; 

and Minuchin, Auerswald, King, and Rabinowitz, 1972). 

Whatever else it may mean, residential treatment involves 

placement of the problem young person outside of his/her parents' 

home. It is important to make a distinction here between two 

basic types of residential placement. One may be described 

as custodial care for young people with no home or an unsuitable 

home environment, and the other falls under the heading of 

residential treatment for problem youth. One way of looking 

at this distinction is that in the former case the problem 

appears to lie in the home or the lack thereof, and in the 

latter case the youth is perceived to have the problem. 

Residential treatment appears to have begun as a service 

distinct from child custodial care during the period of 1940-

1950 (Mayer, 1971; and Keith-Lucas, 1980). One of the remaining 

evidences of this period of differentiation is reference in 

-̂̂ e literature to treatment center residents as children when 

they may be as old as 18 or 19 years of age (Mayer, 1971; Mayer 

and Blum, 1971; Weber and Haberlein, 1972a). This terminology 

currently exists primarily in the context of the social care-

taking or child-care orientation, with the more clinical term 

client being used in therapeutically-oriented programs (Adams, 

1980; and Weber and Haberlein, 1972b). 
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This terminology issue keys into an historical phenomenon 

which is directly related to the degree of parental involvement 

in current residential treatment programs. Mayer (1971), in 

reference to the issue of parent-child separation and termina-

tion of treatment, states that there is a great temptation to 

keep parents at a distance from the treatment program. He dis-

cusses mutual resentment and jealousy between child-care staff 

and parents. Parents inevitably fear loss of parental status 

upon placement. Staff fears are partly based on observation 

of the child's regression when returning to the institution 

from home visits. This resentment increases as staff take on 

a surrogate parent role and actually become possessive toward 

the child in their care (Mayer, 1971) and Keith-Lucas, 1980). 

The end result occurs as the child leaves the institution and 

parents must resume the authority they surrendered upon admission 

(Mayer, 1971). The issue of parental authority is a crucial 

one in family therapy and has specific relevance when examining 

residential placement and the transitional processes that 

occur both during and after treatment (Haley, 1976). 

The ultimate goal of family therapy can be stated to be, 

in a general sense, to establish parental authority through 

strengthening the parental alliance, while ensuring that 

communication lines are open and system-perpetuated behaviors 

are healthy (Minuchin, 1974; and Haley, 1980). With this goal 

in mind, residential treatment staff do well to recognize their 

authority over clients as temporary, making constant efforts 
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to integrate the strengthening of parental authority into the 

overall treatment plan (Stringfield, 1977; Glueck and Glueck, 

1970; and Minuchin, et al., 1972). 

The question of whether adolescents are best helped with 

or without family involvement is not an entirely resolved 

issue. Many therapists treat adolescents apart from their 

family, using a diagnosis and treatment approach which identi-

fies the problem as a condition within the client or patient 

(Lamb, 1978; and Huberty, 1975). This approach is particularly 

strong in adolescent residential care within a hospital setting. 

An examination of the literature makes it clear than many of 

the adolescents treated in residential treatment centers and 

psychiatric hospitals are suffering from the same basic types 

of difficulty, with exceptions only in extreme cases (Whitaker, 

1972; Jones, 1976; and Anthony, Buell, Sharott, and Althoff, 

1972). The social-work orientation is frequently used in 

hospitals and has traditionally been one involving an emphasis 

on the importance of working with families apart from patients 

(Goldberg, 1967). 

Studies in non-medical settings are also reported in 

which families are treated apart from the adolescent clients 

(Hylton, 1964; Iverson, Jurs, Johnson, and Rohen, 1978; and 

Amini and Salasnek, 1975). Many high quality residential 

treatment programs focus on rehabilitation and treatment of 

the client alone with no family involvement other than parent 

conferences and progress reports during treatment. Fixsen, 
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Phillips, and Wolf (1973) describe a program which is located 

in the actual community that the client comes from, which allows 

parents, teachers, and community leaders to be involved in 

decision making about the treatment program. Their treatment 

plan, like that described by Davidson and Wolfred (1977), is a 

highly sophisticated behavior modification program which does 

not include family therapy as part of the treatment package. 

Fixsen et al., (1973) report no follow-up data at all, and 

Davidson and Wolfred (1977) report negative results following 

treatment. 

Family conferences, as differentiated from family therapy, 

usually include discussions of the client's problem behavior 

with no intentional focus on the role that the family system 

plays in maintaining these behaviors (Lamb, 1978). Such a 

focus can potentially reinforce the youth's role as "identified 

patient" (Minuchin, 1978) and serve counter to the purpose of 

perpetuating functional behavior. Parsons and Alexander (1973) 

emphasize the need for direct intervention within the family 

system adding that "focus on families per se will not influence 

interaction patterns in a positive direction" (p. 200). 

It is occasionally determined in non-residential treatment 

that family therapy is contra-indicated for adolescents under 

certain circumstances. This decision is based on specific 

needs of the client in treatment, and recognizes therapeutic 

tasks that are best dealt with in the context of individual 

therapy (Jackson, 1959; and Wynne, 1965). On the opposite 

end of the continuum, Whitaker (1975) suggests family therapy 
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as the treatment of choice for every adolescent client. In 

view of the varying opinions and practices reported in adolescent 

residential and non-residential treatment literature, and in 

consideration of the impact of residential placement on the 

family, a need for research in this area would seem to be 

indicated (Johnstone and Johnstone, 1980; Mayer and Blum, 

1971; and Rittenburg, 1980). This need is further accentuated 

upon examination of the results of actual studies and surveys 

which have been conducted (Phillips, 1968; and Ronig, 1978). 

The importance of treating the family during crisis is 

emphasized strongly by such authorities as Haley (1971) and 

Minuchin, et al., (1972). Suchotliff (1978) describes a program 

involving crisis induction in bringing families into the resi-

dential treatment setting to learn to effectively deal with 

discipline of the offspring. Haley (1971) states that 

inducing crisis is sometimes necessary, due to the essential 

structural changes brought about in treatment of the family 

during crisis. Placement of a young person outside the natural 

home constitutes a form of crisis, in a broader sense, and 

thus further necessitates family counseling as a part of 

treatment (Haley, 1980). 

The many problems that occur as a result of attempts to 

treat residential clients apart from the therapeutic involve-

ment of the family are pointed out in several articles (Rabiner, 

Molinski and Grolnick, 1971; Dinnage and Pringle, 1967; Mayer, 

1971; Mayer, 1971; Ostensen, 1981). As long as the family 
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is available and the therapist is willing to work with the 

entire family, Whitaker (1975) and Offer and VanderStoep (1975) 

suggest that family therapy is the only viable approach to 

effective intervention with adolescent clients, in any setting. 

Several studies in the area of residential treatment 

examine relationships between specific client variables and 

other variables related to placement and post-placement adjust-

ment. Himes (1980) compared two groups on the basis of family 

environment, parent-child relationships, and adolescent self-

concept, as perceived by the adolescent and other family members. 

The experimental group was composed of groups of subjects in 

treatment, one in a group home, and the other in a mental health 

institution. The control group was made up of high school and 

junior high school students residing at home. Significant 

differences were found between treatment and control groups 

on all three variables examined. In summary, the adolescents 

m residential treatment and their families perceived their 

family environment, parent-child relationships, and the adoles-

cent's self-concept as less favorable than did adolescents and 

their families who were living together (Himes, 1980). 

In an effort to establish prediction criteria for determining 

potential success or failure of adolescents referred to a specific 

treatment facility, Hitt (1976) compared treatment success or 

failure with 29 subscales of the Tennessee Self-Concept Scale 

and ten background information variables. The most relevant 



8 

conclusions were that the failure group in comparison with 

the success group had less initial family cooperation, came 

from families where alcoholism was a problem, came from families 

where incestual relations had occurred, and had more prior 

runaways. It was concluded from these and other findings 

that many program failures were a result of prematurely returning 

a young person to a "healthy" home environment with undetected 

underlying pathologies (Hitt, 1976). 

Grob and Singer (1974) conducted an extensive study to 

determine relationships between pre-treatment, during-treatment, 

and post-treatment variables for adolescent patients in a mental 

hospital setting. The ages of the 67 subjects ranged from 13 to 

19 years. There were 36 male and 31 female subjects. The 

adolescents were mixed with adult patients in 20-25 bed units 

in the hospital. Relevant findings on pre-admission correlations 

were that the number of a patient's separations from mother 

were negatively related to outcome. It was also found that good 

adjustment to father at admission and parental strictness were 

positively related to outcome. Pre-admission variables not re-

lated to outcome included subject's sex, age, placement history, 

family income, and legal status. During-treatment variables 

related positively to outcome were continued therapy after 

discharge and shorter treatment period. Negative relationships 

were found to exist between outcome and the treatment variables 

of discharge against advice, court referral, and longer treatment 
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period. Outcome information was comprised of two types of data: 

return to residential treatment and work-school adjustment. In 

the four to ten years since discharge, seven patients had been 

in treatment over two years, 14 for six months to two years, 

and 14 for less than six months, leaving 32 patients who had 

not returned to treatment. No statistical procedures for analy-

sis were reported. In the area of work-school adjustment, 32 

former patients' level of functioning was evaluated as "good", 

12 as "fair", and 12 as "poor" (Grob and Singer, 1974). The 

lack of statistical analysis renders these data less useful 

than had some more experimentally oriented procedures been 

employed. 

In an evaluation of a four-phase residential program 

including psychotherapy, academics, milieu therapy and recre-

ational therapy, Adams (1980) concluded that adolescents who 

graduated from the program were more able to rejoin their 

families and function successfully than non-graduates. Subjects 

for this study included 146 adolescents ranging in age from 12 

to 18 years. Eighty-seven were females and 59 were males. All 

referrals were admitted to the program other than those diagnosed 

as overtly psychotic, mentally retarded or organically impaired. 

The psychotherapy services included individual, group and family 

therapy, described generally as eclectic in nature. A family 

systems approach was employed in family therapy. Both profes-

sional and para-professional staff provided the services. 

Academics included individualized placement and programming 
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for clients in a self-contained school on the grounds of the 

treatment center. School performance was tied into the milieu 

therapy program by means of a point system, which had conse-

quences in and out of the school setting. The milieu therapy 

program had three progressive levels, graduated in such a way 

as to prepare clients for return to the community. The recre-

ational program provided residents with an opportunity to plan, 

implement and evaluate recreational activities participated in 

by the entire group of residents. Statistical analysis indicated 

that graduates performed at a higher level within treatment than 

non-graduates. No pre-treatment conditions were reported other 

than admission criteria, and no follow-up study was conducted. 

The specific problem of adolescent runaways was addressed 

by Ostensen (1981), in an effort to determine the effectiveness 

of a family counseling program, with or without temporary foster 

placement, in reducing runaway recidivism. Subjects for this 

study included 73 adolescents who had been absent from home 

without permission for one or more nights, between the ages 

of 12 and 17 years. The experimental group contained 28 clients 

who completed a specific family counseling program, 16 of whom 

were placed temporarily in foster homes. The control group was 

composed of 45 clients who terminated treatment after less than 

three sessions. The therapeutic approach used in this study is 

entitled "Brief Family Intervention", and it involves a series 

of questions to be asked of parents and children to create self-
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examination and awareness. A therapeutic paradox was created 

in the final stage, wherein parents learned how they were allowing 

unacceptable behavior, and were simultaneously supported for the 

successes they achieved when they communicated to the child that 

they "really meant it" (Ostensen, 1981). A follow-up study was 

conducted three months after treatment, examining runaway 

recidivism for clients in both groups. Results indicated 

through statistical analysis of differences between groups 

that a positive relationship exists between family counseling 

and a reduction in recidivism in runaways. It was also found 

that those subjects receiving foster home placement in addition 

to family counseling did not differ significantly in runaway 

recidivism from the control group. The acknowledgement was 

made regarding this last finding, however, that reasons for 

foster home placement may well have also been reasons for 

runaway recidivism upon the client's return home (Ostensen, 1981). 

Stnngfield (1977), in a study which examined the impact 

of family counseling on adolescents' resocialization in a 

residential treatment center, came to the conclusion that 

family counseling "can be viewed as having impact as an 

effective change agent that should be utilized in the treatment 

setting with adolescents" (p. 359). The study was conducted 

ex post facto, with 52 court-adjudicated male clients as 

subjects, 20 of whom had received family counseling as well 

as "Guided Group Interaction". The other 32 clients had 

received only the latter form of treatment, which was a form 
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of peer group social control within the residential treatment 

setting. The family therapy approach used was "conjoint family 

therapy" (Satir, 1964). Both single and multiple family sessions 

were held, primary emphasis being placed on the former. It was 

hypothesized that those clients receiving family therapy would 

be more successful than those receiving the group treatment 

alone. Successful adjustment was defined as no incarceration 

within one year after treatment. Results were in support of 

the hypothesis, although the ex post facto nature of the study 

limits any large scale generalizations. 

The contrast between the number of unanswered questions 

and relevant studies indicates a need for new information in 

this area (Elliot, 1980). The present study is an evaluation 

of a residential treatment program and a family counseling com-

ponent, in terms of client adjustment following treatment. The 

purpose of this evaluation is to determine the relationship 

between residential treatment in a specific program with and 

without family counseling and successful client outcome. 

The following hypotheses were formulated for this study. 

1. Clients who receive family counseling in conjunction 

with the residential treatment program will show significantly 

greater improvement between pre and post measures of academic-

occupational functional level than clients who receive only 

the residential treatment program. 
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2. Clients who receive residential treatment without 

family counseling will show a higher rate of return to treatment 

than those clients who receive family counseling. 

3. Clients who receive the residential treatment program, 

with or without family counseling, will show a significant 

improvement on academic-occupational functional level following 

treatment. 

4. Clients who receive the residential treatment program, 

with or without family counseling, will show a significant 

improvement on return to treatment. 

Method 

Subjects 

Subjects for this study were 26 individuals who had been 

residential clients in Survival House, a Residential Treatment 

Center serving the state of Texas. Client treatment periods 

fell within a three-year and three-month span of program 

operation. Clients were selected for the residential treatment 

program on the basis of the following criteria. 

1. No discrimination among client referrals is made 

according to sex, race, or religious background or beliefs. 

2. The client must have a reported IQ of 70 or above, 

as determined by examination of a current Psychological Report. 

3. The client must be fully ambulatory, with no major 

motor impairment. 

4. The client must have been determined by a physician 

to have satisfactorily met admission criteria. 



14 

5. The client must be age 13 years or older. 

6. The client must be capable of attending public school 

or working in a sheltered or competitive employment situation, 

within two to four weeks of admission. 

7. The parents, guardian or responsible state agency 

representative must agree to be responsible for payment of 

designated service fees. 

8. The client must state verbally to Survival House 

staff that he or she understands the program and is willing 

to cooperate with its stipulations and must sign an informal 

agreement to that effect. 

9. At least three staff counselors must agree that 

Survival House is an appropriate placement for the client. 

All subjects were clients in residential treatment for 

six weeks or more and were discharged before March 1, 1983. 

Each client received residential treatment within the 

Survival House program. Those clients who received three or 

more family counseling sessions while in residence were assigned 

to the experimental group (E group) and those receiving less 

than three family sessions were assigned to the control group 

(C group). Group placement was determined through an examination 

of each client's file, wherein family sessions are noted in 

progress notes. Subjects who had received three or more family 

counseling sessions were chosen for group E and those subjects 

receiving less than three sessions were chosen for group C. 

The mean number of family counseling sessions during residential 
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treatment for group E was 7.43, and for group C was 0.5. While 

clients in E group were in family counseling, C group clients 

were in another activity with staff counselors, with a ratio 

of one staff to three clients. 

The number of family sessions is determined largely by 

the family's willingness to participate, proximity of their 

residence to Survival House, and economic capabilities. Each 

family was encouraged to come for weekly or bi-monthly sessions, 

although when clients were in state custody, families were 

often unwilling to participate and not present at the intake 

interview. When parents were present at intake, family coun-

seling was presented to them as an entry criteria, thereby in-

creasing the probability of their participation. In the single 

instance in which the family was present at intake but came for 

less than three counseling sessions, extreme parent-child verbal 

and physical conflict made the parents unwilling to be in the 

company of their offspring. Sixteen clients were included in 

the experimental group and ten were in the control group. 

The presenting problems of the clients included a wide 

range of difficulties, two of which, runaway and drug-abuse, 

are included with group distributions on other demographic data 

in Table 1. 
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Table 1 

Comparison of Group Composition 

Group E(n=16) GrouD C(n=1fil 

SEX Male 
Female 

5 
11 

7 
3 

MEAN 
AGES 16.6 years 15.9 years 

X SES 
LEVEL 66.68 faille 

class) 32.5 (lower 
class) 

CUSTODY Parental 
State 

16 
0 

2. 
8 

RUNAWAY 
HISTORY 

Runaways 
Non-runaways 

9 
7 

8 
2 

DRUG ABUSE 
HISTORY 

Problem 
Not a problem 

6 
10 

4 
6 

PARENTS 
AT HOME * 

Two parents 
Single parent 

14 
2 

7 
3 

FAMILY 
RESIDENCE 
PROXIMITY 

Distance< 200 
Distance > 200 

mi. 
mi. 

13 (81%) 
3 

7 (70%) 
3 

PLACEMENT 
GOALS 

Home 
Independent living 

10 
6 

6 
4 

Step-parents were included as one parent at home. 

Four clients among E group were referred in response to 

suicide attempts within six months prior to admission. Four 

clients, two in each group, had committed felony acts and had 

been convicted prior to admission. Poor school performance, 

regarding either academic, social or attendance behaviors, was 

a presenting problem for 21 of the 26 subjects. Family communi-
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cation was defined as a problem for all 26 subjects. 

As can be seen from observation of Table 1, the most signi-

ficant between-group differences are found in those data pre-

sented on SES and client custody. Possible implications of 

these differences within the context of this study are presented 

in the Discussion section. 

The mean number of weeks in residential treatment for 

group E and group C was 14.4 and 13.6, respectively. The 

distribution of the C group, however, was extremely skewed, 

as indicated by the modes of the two groups. Group E had a 

mode of 12 weeks in treatment, and group C's mode was six weeks. 

The range of the two groups for time in treatment was 18 for 

group E and 35 for group C. Although these differences are a 

potentially significant factor, there is some evidence in the 

literature that time in treatment is not a highly significant 

variable in determining positive results at follow-up (Dinnage 

and Pringle, 1967; and Haley, 1980). 

The socioeconomic status (SES) of each family was established 

through classification of the head of the household's occupation 

according to the North-Hatt Socioeconomic Index (Reiss, 1961). 

This scale assigns a number to each occupation listed. Indivi-

duals who have occupations numbered above 82 are classified as 

upper class, between 53 and 82 as middle class, and below 53 as 

lower class. Four families in E group were classified as upper 

class, eight as middle class, and four as lower class. In C 
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group, one family was classified as middle class and nine as 

lower class. 

Procedures 

Pre-treatment and post-treatment data were collected by 

the investigator from clients, client files, their parents, and 

other informed persons during a four-month period. Two types 

of data were collected. One type of data, functional level (FL), 

was determined by compiling a total for number of days at work 

and/or in school during a six-month or 180-day period preceding 

and following residential treatment at Survival House. This 

gave an FL number ranging from 0 to 180 for pre-treatment and 

post-treatment periods. The other type of data collected was 

designated as return to treatment (RT), which was measured by 

comparison of the number of days in residential treatment 

programs six months prior to and six months following placement 

at Survival House. Upon intake, information was recorded in 

client files regarding their work and school history, as well 

as previous placement. In those instances where such information 

was incomplete for pre-treatment data, school officials were 

contacted, school records examined, families were interviewed 

by telephone, and occasionally clients were also interviewed. 

Post-treatment data were almost entirely obtained through 

telephone interviews with parents, clients, employers, and 

school officials. In cases of clients who were in state custody 

at the time of follow-up, agency case workers and probation 

officers were interviewed by telephone to assist in providing 
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the necessary information. 

Anthony, Buell, Sharott and Althoff (1972), in a survey 

examining the efficacy of psychiatric rehabilitation, used 

recidivism (return to treatment) and post-treatment employment 

as measures of effectiveness of psychiatric hospital treatment 

and transitional programs such as halfway houses. Six-month 

periods were reported to be an accepted length of time for 

follow-up, although with formerly hospitalized psychotic patients, 

12-month and three to five year follow-up periods were deemed 

preferable. In the data on transitional facilities, six-month 

follow-up periods were employed consistently (Anthony, et al., 

1972). 

Self-report data have been validated by Elliot and Voss (1974) 

and Gold (1970). They report a convergence between official and 

self-report measures, supporting the general validity of each. 

The telephone interviews in this study with clients and parents 

are examples of self-report data, and records information 

obtained from schools and agencies are examples of official 

measures. 

Survival House is a normal, family-styled home with 

three bedrooms. Maximum capacity at any given time is seven 

residents. A staff-to-client ratio of 1:3 is maintained during 

periods of the day when clients are in the house. One staff 

person spends nights at the house with the clients, and 

residents under the age of 18 are at no time allowed to be in 

Survival House without the supervision of a staff member or 

approved volunteer. 



20 

The residential treatment program consists basically of 

three components: the "motivation system", milieu therapy, 

and family counseling. All subjects in this study received 

the former two components and E group received all three 

components. The "motivation system" was modeled after a 

system by the same name described in detail in The Teaching-

Family Handbook (Phillips, Phillips, Fixsen and Wolf, 1972). 

The primary differences between the original model and that 

employed in this study is one of terminology. The original 

term for the level between the "weekly point system" (WPS) 

and the "homeward bound system" (HBS) is "merit system", and 

the term employed in the current study is "social feedback 

system" (SFS). Another difference is directly related to the 

fact that Survival House serves a clientele of an older age 

range than does Achievement Place (Phillips, 1968), the program 

for which The Teaching-Family Handbook was designed. After 

successfully completing criteria for advancement from 

the SFS, clients in Survival House move on to either the HBS 

as in Achievement Place (Phillips, 1968), or to the "outward 

bound system" (OBS), which was designed by Survival House 

staff to facilitate the client's adjustment to an independent 

or semi-independent living situation. 

The motivation system consists of a two-level point system, 

one m which privileges are purchased with points earned on a 

daily basis (the "daily point system" or DPS) and one in which 

privileges are purchased on a weekly basis (WPS). Each client 
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on these levels has a point card on which points earned and 

points lost are recorded. The primary focus in the Survival 

House program is on positive feedback, which consistently 

results in clients earning many more points than they are 

losing. This practice is based on the theory and research 

reported by Skinner (1969) that behavior change occurs as a 

result of an appropriate combination of positive and negative 

consequences, and that excessive negative consequences are 

disruptive rather than effectively change producing. 

The three behavioral areas for which point consequences 

occurred were social, academic-occupational, and maintenance. 

Behaviors related to self-esteem, family relationships, peer 

relationships, communication with staff, and illegal behaviors 

were all included within the social area. Residential clients 

in this study were required either to attend public school or 

work in a sheltered or competitive employment situation in the 

community. The behaviors that occurred in relation to this 

area were consequated under the heading of academic-occupational 

behaviors. Included within maintenance behaviors were personal 

hygiene, clothing care, bedroom and household maintenance, 

cooking, exercise and diet. 

Frequencies of appropriate and inappropriate behaviors in 

each of these areas were recorded on the "progress evaluation 

sheet (PES) modeled after the "merit system evaluation sheet" 

(Phillips, et al., 1972). This form provided data used primarily 

for client evaluation and staff information and was only used 
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for feedback to clients on a monthly or bi-monthly basis, the 

primary feedback vehicle being the point system. Advancement 

from DPS to WPS and on to SFS was accomplished through point 

accumulation and maintenance of prescribed percentage levels 

of appropriate behavior as recorded on the PES. When a client 

moved on to SFS, feedback became less immediate and less frequent, 

consisting of the occasional reviews of the PES, in addition 

to the social feedback given in casual conversation, "evening 

meetings" and other interaction, as described under the heading 

of milieu therapy. The "evening meeting" is part of the self-

government program described by Phillips, et al. (1972), and 

involved group decision-making regarding cooperation, rule 

changes and consequences for client behaviors. 

When a client advanced to either HBS or OBS, and began 

to make the transition home or to independent living, evaluation 

occurred informally, based on individual and/or family sessions 

in the client's home or new place of residence. As may be seen 

from examining "placement goals" in Table 1, there was little 

difference between groups on this variable. After an adjust-

ment period of four to eight weeks, if all was going well in 

social, academic-occupational and maintenance areas, a "buffer 

period" was begun which lasted a minimum of four weeks. During 

the buffer period, no contact occurred between staff and clients 

in order to facilitate a transfer of dependency to the new 

environment. Contact between staff and family was also elimi-

nated during this period, if the family was a significant part 
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of the new living arrangement. If the former resident was 

still doing well after the one-month period, as judged by at 

least two staff members, the client, the family (if available), 

and school or work supervisors, he or she was designated as a 

graduate of the Survival House program. Of the 26 clients 

included in this study, six were actual program graduates and 

five more would have been graduated based on successful adjust-

ment had they cooperated more fully with follow-up procedures. 

All 11 of these official and unofficial graduates were in E group. 

The milieu therapy component of the treatment program 

consisted of informal individual and group counseling sessions 

conducted by one or more of the staff counselors. The approach 

used in these sessions was eclectic, with a wide variety of 

techniques employed for the purpose of facilitating the client's 

growth and development. Focus in these sessions was placed on 

the developmental tasks of adolescence and late adolescence, 

and the problems of transition to young adulthood and emotional 

independence from parents. Two to four hours per week of group 

counseling were also a part of the milieu treatment program. 

Group treatment frequently involved dealing with current family 

and peer relationship issues through the use of role-playing 

with video-tape feedback. Other techniques employed were of 

such a wide variety that the term eclectic best described the 

general approach. 

Survival House staff counselors were aware of each client's 

family system and current family issues. Through frequent and 
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open communication at weekly staff meetings and smaller, less 

formal meetings every day, each counselor maintained an aware-

ness of the client's current needs. Further efforts were made to 

facilitate staff cohesiveness through monthly communication 

groups led by a Licensed Psychologist who is on the Survival 

House consultant staff. 

This program evaluation covers a three-year and three-

month period of time in the operation of Survival House. During 

that time 27 staff counselors were employed by the treatment 

center, with an average of seven employees at any given time. 

The large staff served the purposes of allowing flexibility in 

scheduling, lowering stress level for individual staff members 

by allowing ample time off, and decreasing the detrimental effects 

of excessive emotional involvement with clients. 

There were at all times at least three counselors on the 

staff who had master's degrees, and were working on doctorates 

in counseling and psychology. Other staff ranged in educational 

level from undergraduate seniors to master's students, all in 

counseling and related areas. Consultant staff included a 

psychiatrist, two licensed psychologists and a social worker. 

The additional psychologist functioned in a supervisory capacity, 

reviewing case notes, attending staffings, and consulting with 

individual staff members. Survival House also served during the 

evaluation period as a site for placement of undergraduate and 

graduate practicum students and interns from local departments 

of counseling, psychology and social work. 
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The family counseling component of this program comprised 

a situation in which one or two counselors led a residential 

client along with one or more family members in a session lasting 

from one to two hours. The focus in these sessions was on the 

family system and how the client's behavior, as well as that of 

other family members, was a manifestation of problems within 

the system. The purpose was to strengthen or re-establish lines 

of authority on both overt and covert levels, such that parents 

were clearly in charge of the family system as a whole and were 

not significantly controlled by the client or his/her siblings. 

When two parents were involved, much effort was made to strengthen 

the parental alliance and thus weaken any parent-child alliances 

that may have taken priority during the problem period. This 

approach is commonly referred to as structural family therapy 

(Mmuchxn, 1974), and is consistent with the theories of other 

noted authorities in family therapy, such as Whitaker (1967) 

and Haley (1976). Another important component of the family 

counseling that occurred within Survival House was that of 

goal-directedness toward the client either moving home to live 

with the family or on to independent living. With this goal 

orientation as a constant linear component in the therapeutic 

process, the family's confusion at the unusual techniques 

employed by systems-oriented family therapists was decreased 

and efforts were effectively directed towards a happy ending 

to residential treatment. Parental confusion often arose when 

parents found therapists focusing on their marriage relationship 

instead of their offspring's inappropriate behavior. As they 
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began to realize the relationship between their marital conflict 

and their son's or daughter's problem behaviors, the need for 

such focus by the therapist became more easily understood, in 

the context of effectively eliminating the cause of residential 

placement. Without the constant orientation and re-orientation 

to the client effectively leaving home or going back home, 

residential placement can become tangential to the therapeutic 

process and create problems that did not previously exist 

(Haley, 1980). 

The counselors who conducted the family counseling sessions 

which served as treatment for E group consisted of seven master's 

and doctoral students in counseling and psychology. Thirteen 

of the clients in E group had co-therapists working with their 

family, one of whom was also the client's primary therapist. 

One of the counselors, a doctoral student, was co-therapist 

for ten families, and worked alone with two other families. 

A master's level counselor worked as co-therapist with six 

of the families. All five of the other counselors were at a 

master's or doctoral level, and worked with two families each 

as co-therapist. Decisions regarding who was to work with 

which family were made at staff meetings, based on individual 

staff members' experience, qualifications, case load, and 

scheduling considerations. 

The experimental design for this study is referred to as 

Design 3 , and is described as a viable plan for program 

evaluation by Fitz-Gibbon and Morris (1978). Design 3 is a 
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pre and posttest design which involves the selection of a 

non-equivalent, or non-randomized control group because of its 

similarity to the experimental group. In this study, the 

experimental group received a program between tests which the 

control group did not receive. The following criteria were 

met procedurally in this study, as suggested by Fitz-Gibbon 

and Morris (1978). 

1. If the experimental group is selected by a 

certain procedure, the control group should 

be selected by the same procedure (as near 

as possible). 

2. The same tests are to be given to both groups. 

3. The program evaluation should be prepared to 

document similarities and differences between 

groups to show that they are only different 

regarding treatment (p. 28). 

Results 

The two basic assumptions for the use of parametric 

statistics, normality of distribution and homogeneity of 

variance, were not met by the sample data in this study. In 

view of these findings, non-parametric statistical analysis 

was employed to test the hypotheses. The Mann-Whitney U test 

was used to test between group differences and the Wilcoxon 

matched-pairs signed-ranks test was used for comparison of 

pre-treatment and post-treatment measures. The .05 level of 
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significance was used as a basis upon which to judge the statis-

tical significance of the findings. 

Hypothesis 1 stated that E group would show greater improve-

ment on functional level than C group. To test for pre-treatment 

differences between groups, pretest scores for the two groups 

were compared by the Mann-Whitney U test. Comparison of the 

two groups on pre-treatment functional level showed a non-

significant difference (U-50.0, 2-tailed p-0.1214), indicating 

equivalence of the groups on this variable preceding treatment. 

The mean rank for group E on FL following treatment was 16.97, 

and for group C, the mean rank on this variable was 7.95. 

Comparison of experimental versus control groups on functional 

level following treatment revealed significant differences in 

the predicted direction (U=24.5, 2-tailed p=0.0022). Hypothe-

sis 1 was supported. 

Hypothesis 2 stated that C group would show a higher rate 

of return to treatment than E group. The two groups were 

significantly different on ART, as indicated by a U of 37.5, 

2-tailed p=0.0231. To account for this pre-treatment difference, 

a Mann-Whitney U test was conducted for comparison of post-

treatment between group differences with pre-treatment scores 

subtracted. The mean rank of group E on RT following treatment 

with pre-treatment scores subtracted was 14.28, and the mean 

rank of group C on the same variable was 12.25. These gain-

score differences were found to be non-significant (U=67.5, 

2-tailed p=0.5169). Hypothesis 2 was not supported. 
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Hypothesis 3 stated that both groups would show significant 

improvement on functional level, as measured by an increase in 

scores. Wilcoxon matched-pairs signed-ranks test results 

showed the difference between the pre and post measures to 

be significant (T=3, N=26, p=0.001). Hypothesis 3 was supported. 

Hypothesis 4 stated that both groups would show significant 

improvement on return to treatment as measured by a decrease in 

scores. Wilcoxon matched-pairs signed-ranks test results showed 

the difference between pre and post measures to be significant 

(T 8, N-26, p=0.033). Hypothesis 4 was supported. 

Discussion 

This study was an evaluation of a residential treatment 

program and one of its components, family counseling. Results 

of the data analysis on Hypotheses 3 and 4 indicate in general 

that the program was effective in showing client improvement on 

the criterion measures of functional level and return to treat-

ment. 

It was further indicated by the acceptance of Hypothesis 1 

that clients who received the family counseling component of 

the program tended to perform better on educational-occupational 

criteria, or functional level, than did those receiving only 

residential treatment. Rejection of Hypothesis 2 gives the 

indication that the family counseling component of the program 

did not have a significantly positive impact on client return 

to treatment. In considering the rejection of Hypothesis 2, 
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it deserves noting that control group clients had, as a group, 

experienced much more residential treatment than experimental 

group clients prior to receiving the program evaluated here. 

This finding makes sense, in consideration of pre-treatment 

group differences in family SES level and client custody. 

Clients in state custody and those from lower socioeconomic 

status tend to show generally longer periods of treatment 

than clients of higher SES level and those in the custody of 

their parents (Rittenberg, 1980). These factors are further 

connected with many of the basic reasons that the control 

group did not have the benefit of family counseling. Clients 

in state custody tend to be from families of lower SES level, 

who tend to be less willing to participate in family counseling. 

The findings on the effects of family counseling (Hypothesis 1) 

must be considered in full light of these socio-cultural 

factors and the general non-equivalence of the two groups 

prior to treatment. Further study on the topic of state 

custody and family involvement is perhaps warranted, and has 

received some attention in the literature (Rittenberg, 1980; 

and Roberts, 1982). 

Limitations 

1. The sample size, although within generally acceptable 

limits, placed some limitations on statistical analyses that 

could be conducted. 

2. The group selection procedures and the non-equivalence 
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of the two groups prevents any type of generalization to other 

groups. 

3. Group selection procedures also eliminate the possi-

bility of replication of this study. 

Recommendat ion s 

1. Research examining the effects of clients being in 

state custody on family participation in therapeutic programs 

may be useful, in light of some of the indications of this study. 

2. An evaluation of this or other residential treatment 

programs using a larger sample size and more nearly equivalent 

comparison groups may be helpful in further examination of the 

hypotheses tested in this study. 

3. In light of recent trends in residential treatment 

away from large institutions toward smaller, community-based 

programs, it is highly recommended that further evaluations 

of programs such as the one examined here be conducted in the 

near future. 

In conclusion, the Survival House residential treatment 

program appears to have been effective with this particular 

group of clients m facilitating adjustment to the community 

on the specified criteria. The family counseling component 

of the program seems to have facilitated educational and 

occupational adjustment for those clients whose families 

participated. 
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